community having some say in the use of resources may also imply it taking some responsibility in providing those resources. Professor Newell remarked that we talk of health care as a 'right' but that if it is taken over by the state it is not a sensitively responsive system. Alternatively user-charges can be good or bad -it depends what they are used for and what the user wants. An overall view would suggest that no health care intervention is as important as a basic attack on absolute poverty.
Lady Lovell Davies pointed out that here attention to the consumer's wishes means greater choice which, in turn, tends to lead to greater fragmentation. Professor Newell said that consumerism in the Third World did not imply that, since resources were often Health promotion and health education Keywords: health education; health promotion; developing countries The notice that went out to announce this meeting, another in the series on what can be learnt from practice in other countries, went as follows:
.'While health education has always been carried out by health professionals in the UK it has only recently been fully recognized that the National Health Service has a central role in promoting health and in preventing ill-health. This implies much greater collaboration between all parts of the health service and other disciplines such as education, as well as lay and voluntary groups.'
The two main speakers, and the discussants who followed them, addressed themselves to the question of what we could learn from initiatives in other countries in this area. Both gave clear, detailed accounts of certain programmes and their talks, along with the discussion that followed, allowed those present to gain a good picture not only of what can be done but also of some of the weaknesses inherent in any work of this nature.
From the chair, Dr Zarrina Kurtz introduced the first speaker, Dr K Vuylsteek (Emeritus Professor of Social Medicine at the University of Ghent). He began by pointing out that the distinction between developed and developing countries that is often made in any discussion of health care may not be relevant in this case, since many developing countries are more advanced than some in Europe.
He went on to describe a project that was the result of a joint initiative from the Health Division of the Council of Europe, the EC and the World Health Organization. It sprang from anxiety about drug dependency and focused on encouraging people not to take to drug abuse in the first place, using community networks as media for education rather than the more narrow confines of formal educational institutions.
Not only was the network wide, so was the message, since it was felt wise to embed the persuasion about drugs in a broad programme of general health. A guide, produced in Strasbourg in 1984, was evaluated limited anyway: no one necessarily has a right to what he wants. Different societies have different priorities and make different choices. Dr Ebrahim endorsed this, saying that market forces are not necessarily benevolent.
Dr Staunton (an Army GP) referred to Alan Maynard's work on 'quali' measurement and asked if decisions about this had in fact been made in developed countries for some time? Both speakers agreed that this was so, but thought that the process was one of social evolution rather than rational analysis.
Gillian Tindall (Accepted 23 January 1989) in pilot projects carried out in several member states, from Finland in the north to Spain in the south and from Greece in the east to Ireland in the west. A characteristic of these projects was that they involved local grass roots participation from the outset; so often such ventures fail because they are imposed from above.
All the projects begun within this framework have continued, to become sources of expertise in their own countries. The original Guide has been shown to stand up to use, it is being re-written but the fundamental principles of the original have remained unaltered. Particularly encouraging was the way that participants learned to value international cooperation. There is now a real challenge for Europe: the need to develop 'a long lasting, progressively extending' programme.
Dr Deryk Lambert (from the Health Education Authority) discussing Professor Vuylsteek's presentation, noted that the strategy he described was, when introduced, unique in that previous work had been from the top down. Health promotion is a positive view of health education, seeking to succeed by enhancing people's self esteem, by ensuring community support, by emphasizing the need for inter sectorial cooperation (health education is not the province of anyone discipline) and by acknowledging that health professionals have their needs as well as anyone else.
The questions that followed these two contributions illuminated some of the complexity of the topic and some of the frailties of what had been discussed. The decision not to target drug pushers was not made by the programme planners since this was a political matter. The programme was not evaluated in terms of changes in drug abuse, its prime target, since this is too difficult a task, what was evaluated was the process of the programme itself.
Dr Gill Walt (Senior Lecturer at the London School of Hygiene and Tropical Medicine) was the second main speaker. The problems facing developing countries seem to many to be insurmountable. Preventable conditions continue to take their toll, there is a 'tidal wave' of AIDS and resources are meagre.
There are big differences between countries, differences which can be subsumed within a framework of two transitions: one epidemiological, the other related to communications. In some countries the battle is against malnutrition and diarrhoea, in others recent urbanization has led to an increase in deaths from preventable accidents, chronic and degenerative diseases.
So far health education has not met the challenge of the epidemiological transition. Too often it is confined to pamphlets in classrooms and health clinics, too often it .is under funded, authoritarian, pointing to victims like mothers who did not do this or that. Rarely does it address itself to the real problems in society like the frequency of accidents at work.
Dr Walt laid much emphasis on the WHOIUNICEF Alma-Ata Declaration on Primary Health Care in which health education had a prominent place. The thrust of this declaration could now be further developed following the revolution in the means of communication that has taken place in the last 20 years, a revolution encompassing not only the obvious explosion in television and radio but also roads and education.
Primary health care emphasizes local participation: in many parts witch doctors are no longer shunned, they are incorporated into the system and called Traditional Practitioners. There are two alternative strategies. One is to start from the current preoccupations of the community, which are rarely directly related to health education. So, if the locally felt need is to repair a road or to fix a lighting system, then this is where one should start, in order to build up people's confidence. She quoted one project that had begun by giving loans to people in the community to help them start their own small businesses.
The second strategy is to use social marketing techniques to promote ideas, for example about breast feeding. These techniques can include the use of alarm, the endorsement of action by the eminent and famous and the bandwagon effect. Social marketing is selling by another name, but selling for socially desirable ends rather than for profit. Advertising agencies would have much to teach us but their fees are too high.
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In the second question period there was an illuminating discussion on inter sectorial cooperation. The rift between departments of health and education is sadly universal, all the more reason for getting people together at grass roots level, where the preoccupations of bureaucrats weigh less heavily.
The problem of evaluation came up again. If there is a clear cut aim, like increasing the uptake of immunization programmes, then evaluation is relatively straightforward and can be achieved quickly; if more broadly based then it may take 15 to 20 years before change comes, and with so many variables affecting behaviour it is difficult to isolate one.
One questioner wondered if we would reach a stage when health education as such had withered, being replaced by a reliance on the common sense of the common man. In answer to this point it was noted that health educators can often be catalysts rather than experts. It was also noted that the school health services are often the hardest groups to include in a programme of health education.
The final topic pointed to further problems. In some countries factory owners have realized that a healthy work force is more productive than one plagued by illness; in others there is either little or no interest in such matters or there is positive hostility to health education. We could easily have taken off into a discussion of the politics of health care but there was, unfortunately no time, Dr Kurtz brought the evening to a close with many more questions unanswered.
Richard Lansdown
Editorial Representative, Open Section (Accepted 10 February 1989) Clinical haemorheology and haematology Keywords: haemorheology; haematology; leucocytes;bloodrheology The first four papers presented new developments in the measurement of red cell deformability and some of the results generated images of 'small steps that may lead to giant leaps' in the future. Professor J Stuart (University of Birmingham Medical School) described a preliminary search for a 'rheological erythrocyte standard'. Two lines of investigation seem to yield particularly encouraging results. Treatment of normal erythrocytes with formaldehyde impairs their filterability and the modified cells are stable for four weeks at 4°C but not at higher temperatures. The level of filterability can be controlled by varying the concentration of fixative between 0.02% and 0.06%. Alternatively, synthetic acrylic copolymers can be produced as soft spheres with different deformabilities by controlling the degree of crosslinking. The shelf-life of these synthetic polymers is unknown but they are stable at 4°C for at least 44 days. Development of standards such as these should provide valuable quality control in rheological studies of erythrocytes. Dr A C Fisher (University of Strathclyde) described an exciting development of laser flowcytometry that allows measurement of cell size and deformability in about 20 000 individual erythrocytes. The instrument is based on the principle offorward angle diffraction of laser light by individual cells flowing at high velocity in a very stable Reynold's chamber. The results present as a map of deformability/size for the sampled cells and offer sufficient single-cell measurements to give a true reflection of the bulk rheological properties of the parent suspension. At present its use has been confined to comparing normal erythrocytes with latex particles or red cells treated with glutaraldehyde. It remains to be demonstrated that reliable comparisons can be made between normal and diseased cells ofless extreme rigidity. Dr Crossland-Taylor <The London 
